As a technical term in psychology, cognition means all forms of knowing, that is perceiving, judging, conceiving, reasoning and remembering. In the literature the term cognition is generally used in a narrower sense. The most widely used scheme is that of Beck (1976) who recognizes, for the purposes of cognitive treatment, three main types of cognition.
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Cognitive therapy is now widely recommended as a treatment for anxiety neuroses and depressive disorders. This paper examines some of the evidence for these claims and considers some of the reasons for the results which have been obtained. The paper begins with an account of some preliminary issues: what in general is cognitive therapy; what sorts of cognitions are being changed in this kind of treatment; and what specific procedures have been used for anxiety and depressive disorders?
What is cognitive therapy? The term cognitive therapy describes a group of treatments which can be thought of as intermediate between behaviour therapy and dynamic psychotherapy. They resemble behaviour therapy in being active, directive and structured. They differ from behaviour therapy in being founded on the idea that cognitions have a central role in behaviour disorders; abnormalities of behaviour (and mood) are thought of as the consequences of primary abnormalities in cognitions. Dynamic psychotherapy and cognitive therapy resemble one another in being concerned more with mental content than behaviour. They differ in the priority given in cognitive therapy to thinking over feeling, and to cognitions that are, or can easily be made, conscious.
Cognitive therapy developed from two directions: from dissatisfaction with dynamic psychotherapy (e.g. Beck 1976 ) and from dissatisfaction with a strict behavioural approach (e.g. Meichenbaum 1977) .
There are three levels of complexity of cognitive treatment. The nomenclature of the subject does not always separate these clearly but in this account the following terms are used. 'Cognitive therapy' is a generic term for the whole group of cognitive methods. The term 'cognitive procedure' is used to describe an individual method such as cognitive restructuring, or cognitive behaviour therapy. These procedures are made up of groups of specific 'techniques'. Some of these are found only in one procedure, others are common to several different procedures. It is important to understand that although many of these specific techniques are cognitive, that is they depend on the use of words, others are behavioural, that is they depend on actions not words. This point will become clearer when three cognitive procedures are described. of styles of thinking. These include arbitrary inference, selective abstraction and overgeneralization. An example will illustrate the general nature of these maladaptive styles of thinking.
'Arbitrary inference' is the name given to a style of thinking in which a person habitually makes inferences on the basis of first impressions without giving enough consideration to alternatives. For example, a friend drives past the person and fails to acknowledge him; the person immediately concludes that his friend has ignored him because he no longer likes him. The person does not consider any alternative explanation, for example that his friend was preoccupied at the time. Beck supposes that these 'styles of thinking' determine the way in which a depressed person interprets his environment, and account for his feelings of depression. In cognitive therapy the person would be encouraged to question the original assumption and to consider alternatives in the specific case, as a way of learning to consider them in all future cases.
Other kinds of cognitive therapy are more concerned with a different group of cognitions. These are coping strategies, that is prearranged plans which enable a patient to deal with stressful events in a way that makes an adverse emotional reaction less likely. Coping strategies include ways of solving problems in everyday life, as well as plans for tolerating anxiety or depression more effectively.
Three kinds of cognitive therapy In this paper three cognitive procedures will be considered: cognitive restructuring, cognitive behaviour therapy, and anxiety management. They have been chosen because they vary in their content of cognitive and behaviour components. Cognitive restructuring is the most cognitive; anxiety management training the most behavioural; cognitive behaviour therapy occupies an intermediate position.
Cognitive restructuring
The term 'cognitive restructuring' is generally used to describe procedures derived from the work of Meichenbaum (1972) , though more complex than his original procedures (which were called cognitive modification). Cognitive restructuring contains three techniques: identifying negative cognitions and explaining how these contribute to the person's emotional disorder; training the person to replace negative cognitions with 'positive' ones; and discussion of irrational beliefs. These aims are mainly brought about by keeping records of cognitions, discussion with the therapist and attempts by the patient to think in other ways.
Cognitive behaviour therapy
This differs from cognitive restructuring mainly in the greater emphasis placed on changing attitudes, assumptions and maladaptive ways of thinking. Two versions of cognitive behaviour therapy have been developed, one for depression the other for anxiety. As the name suggests, both versions contain important behavioural techniques as well as cognitive ones. The behavioural techniques are of two kinds. The first kind is used with both anxiety disorders and depressive disorders. It consists of behavioural experiments designed to undermine irrational beliefs and styles of thinking. The second kind of behavioural technique differs between the two types of disorder. With depressive disorders the patient is encouraged to be more active and do things which bring pleasure. With anxiety disorders, relaxation and exposure to feared situations are used (Beck & Emery 1979) .
The cognitive techniques in cognitive behaviour therapy consist of drawing the patient's attention to the maladaptive ways of thinking discussed above and repeatedly questioning their foundations.
Anxiety management
Anxiety management training originates in the work of the American psychologists Suinn & Richardson (1971) . The use of a slightly modified version suitable for use in the Health Service has been described by Jannoun et al. (1982) . The aim is to help patients develop coping strategies for anxiety and identify the automatic thoughts which intensify or prolong the emotional disorder. Treatment consists, essentially, in training patients to identify automatic thoughts and control them. They are also taught to induce anxiety by imagining stressful situations, and then to control this anxiety by relaxing and repeating reassuring thoughts.
Results of the three cognitive procedures
This account is concerned with the use of cognitive therapy for minor anxiety symptoms, anxiety and phobic neuroses, and depressive disorders.
Minor anxiety symptoms
The best results of cognitive therapy have been reported with minor anxiety symptoms rather than anxiety or depressive neuroses. The evidence about the effectiveness of cognitive restructuring is almost exclusively concerned with these minor disorders. The procedure has been found to reduce significantly the symptoms of people who experience anxiety before taking tests or examinations (Meichenbaum 1972) , or when speaking [n public (Meichenbaum et al. 1971) ; and of people with simple phobias (Wein et al. 1975) . Most of the evidence about anxiety management training also concerns minor disorders, namely the anxiety felt when speaking in public and taking tests (Richardson & Suinn 1973) . These positive findings explain much of the enthusiasm for cognitive procedures. However, experience in developing treatment for phobic disorders shows that the response of minor neurotic symptoms to a treatment is not a good guide to the value of that treatment for patients with a fully developed neurotic syndrome. For this reason, the results of cognitive procedures with minor symptoms will not be considered further.
Anxiety neuroses
There is surprisingly little information about the effects of any form of cognitive therapy for anxiety neuroses. Woodward & Jones (1980) compared cognitive restructuring-with systematic desensitization and with a combination of these two procedures. Used alone, cognitive restructuring did not lead to any significant improvement. Desensitization was followed by significant improvement. The combined treatment led to results similar to those of systematic desensitization alone (except on one peripheral measure).
Although the use of cognitive behaviour therapy for anxiety neurosis has been described enthusiastically by Beck & Emery (1979) , there has been no report of an adequate controlled clinical trial. Evidence about anxiety management training is also scanty. Jannoun et al. (1982) carried out a clinical trial in which the comparison group were untreated. This showed a treatment effect of moderate size but it is not known whether the effect was specific, or related to the relaxation procedures in the treatment, or to placebo effects.
Phobic neuroses
Cognitive restructuring has been compared with a treatment of known efficacy for phobic neuroses, namely 'exposure' (that is repeatedly overcoming avoidance behaviour). Emmelkamp et al. (1978) compared these two treatments for agoraphobic patients. Exposure had significantly greater effects. However, a crossover design was used so that the later effects of each treatment could not be identified. Subsequently Emmelkamp & Mersch (1982) repeated the study with a design in which each patient only received one treatment. Again, cognitive restructuring gave less good immediate results. However, a month after treatment had ended, the difference had disappeared because the cognitive therapy group had continued to improve while the other had not.
Beck & Emery (1979) have described the use of cognitive behaviour therapy with phobic neuroses but no evaluation has been reported. Even if this evidence becomes available, it will be difficult to interpret because the procedure includes exposure techniques which are known to have a powerful effect of their own.
The value of anxiety management for social phobic neuroses has recently been examined by G Butler and colleagues (in preparation). One of the three groups in this investigation was treated with a combination of an effective method of exposure and anxiety management. The second group received exposure combined with a psychological placebo containing the nonspecific elements of anxiety management. The third group was untreated. At the end of the treatment period the two treated groups had improved equally, and significantly more than the untreated group. Six months later patients treated with anxiety management had less severe symptoms than those treated by exposure and placebo, and fewer had sought further treatment.
Depressive disorders
The evidence about cognitive treatment for depressive disorders is solely concerned with cognitive behaviour therapy. Two trials of this treatment have been published. The first concerned 41 patients meeting the Feigner criteria (Feigner et al. 1972) for primary, nonpsychotic, unipolar depressive disorder (Rush et at. 1977) . All were outpatients with symptoms of moderate severity as judged by their scores on standardized ratings. Patients were excluded if they had failed to respond to antidepressants in the past -an important point. Patients were allocated randomly to one of two treatments: imipramine in a dose of at least 150 mg per day, or cognitive behaviour therapy. Both treatments lasted eleven weeks, but in this time the cognitive therapy patients were seen for 15 sessions of 50 minutes, and the imipramine-treated patients for II sessions of 20 minutes.
At the end of treatment the cognitive therapy patients had improved slightly more than the imipramine-treated group, and this persisted during follow up. Also, during the followup period only 3 of the 19 cognitive therapy patients sought further treatment, while 13 of the 19 imipramine-treated patients did so. Despite the absence of a placebo group, it seems likely that these findings indicate significant effects of the two treatments rather than the selection of patients with a high rate of spontaneous recovery. (The latter seems unlikely in view of the chronicity of the disorders and the original Beck scores.) It is possible that the benefits in the cognitive group might have been due to the greater time spent with this group, but this seems rather unlikely.
The second investigation also compared cognitive behaviour therapy with a tricyclic antidepressant, in this case usually amitriptyline or clomipramine in a dose of 150 mg daily (Blackburn et al. 1981) . Again, there was no placebo control, but a third group was included which received both the cognitive and the drug treatments. Depressed patients were recruited both from hospital outpatients and directly from general practice. The results with the 40 hospital patients resembled those in the study by Rush et al. (1977) : the cognitive therapy group improved slightly more than the drug group. Also the combined treatment group improved a little more than the other two. The results among the 24 general practice patients are difficult to interpret because of a number of methodological problems, but they broadly confirm the findings with the hospital outpatients.
A recent trial in Oxford compared the effects of drug treatment alone and a combination of drugs and cognitive behaviour therapy (J D Teasdale et al., in preparation) . The preliminary results indicate a definite short-term benefit from the addition of the cognitive procedure. The important question of the relapse rate during follow up cannot be answered yet.
Discussion
Much more evidence from clinical trials is needed before a final judgment can be made about the value of cognitive procedures in the treatment of anxiety and depressive disorders. However, three provisional conclusions are possible: First, that cognitive procedures seem to have a more powerful effect with depressive disorders than with anxiety and phobic neuroses; secondly, that the more effective procedures contain behavioural as well as cognitive techniques -anxiety management for anxiety and phobic neuroses, and cognitive behaviour therapy for depressive disorders; and thirdly, that there is at least a suggestion that cognitive procedures are as important in reducing relapse as they are in bringing about recovery.
. These provisional conclusions suggest some more speculative ideas. Why should cognitive procedures be less effective in anxiety and phobic neuroses than in depressive disorders? Two reasons can be suggested. The first concerns the procedures, the second the disorders. It has been pointed out already that different cognitive procedures have been evaluated with anxiety neuroses and with depressive disorders. For anxiety neuroses, cognitive restructuring and anxiety management have been tested; for depressive disorders, cognitive behaviour therapy has been evaluated. It is possible that cognitive behaviour therapy would be equally effective for both kinds of disorder, in other words there is no real difference in the response of anxiety neuroses and depressive disorders to cognitive behavioural methods. In the absence of evidence about this matter, we can proceed to the second of the reasons referred to above.
The difference in outcome between anxiety and depressive disorders might also be related to differences between the disorders. It is possible that cognitions have a more central role in depressive disorders than they have in anxiety and phobic neuroses. In anxiety neuroses the 'physiological' symptoms of anxiety may constitute the primary disorder; in phobic disorders, avoidance behaviour may be the central problem. Indeed, the good response of phobic disorders to purely behavioural treatment seems to support this view. If this is the case, treatment directed to cognitions would presumably be less effective for anxiety than for depressive disorders.
Conclusions
With these uncertainties, what advice can be given about the use of cognitive treatments for anxiety and depressive disorders? There is convincing evidence that phobic neuroses are most economically treated by a method that overcomes avoidance behaviour in a gradual way (Mathews et al. 1981) . The addition of a cognitive procedure does not seem to improve the immediate outcome but it may lessen relapse. For anxiety neuroses, anxiety management seems to have worthwhile effects but it is not known how far they depend on the specific cognitive procedures rather than the behavioural procedures in the treatment or placebo effects.
With depressive disorders, cognitive behaviour therapy appears to have a powerful therapeutic effect, comparable to that of antidepressant drugs. However, it is a lengthy treatment which is unlikely to replace drug therapy for the treatment of the acute episode unless it can be shown to reduce the relapse rate (and there is some evidence for this in the results of the American trial (Rush et al. 1977) referred to above). It may be in the field of secondary prevention that we should be asking 'is cognitive therapy effective?'
